Anomalies of the coronary artery are uncommon, with a reported incidence of 0.3% to 1.3% in the coronary angiography studies routinely performed for suspected atherosclerotic coronary disease. There were 0.92% incidence of anomalous origination of the right coronary artery from the left sinus and the 0.15% incidence of anomalous origination of the left coronary artery from the right sinus. Most coronary artery anomalies are diagnosed by invasive angiography performed to investigate suspected atherosclerotic coronary disease. There are two important managements for patient with anomaly coronary artery. First, these coronary anomalies should result in exclusion from participation in intense competitive sports to reduce the risk of a cardiac event or sudden death. Second, and more importantly, treatment for wrong sinus coronary artery anomalies are revascularization can be either surgical or percutaneous. Surgical intervention should be considered for high-risk varieties of anomalous coronary arteries, as this is the only treatment that has been demonstrated to improve coronary blood flow and carries a low morbidity and mortality. Keywords: anomaly coronary artery; left coronary artery anomaly; management anomaly coronary artery 
INTRODUCTION
Anomalies of the coronary artery are uncommon, with a reported incidence of 0.3% to 1.3% in the coronary angiography studies routinely performed for suspected atherosclerotic coronary disease. The forms of presentation of this condition including angina, acute myocardial infarction, heart failure, sudden death, and syncope. Particularly noteworthy were the 0.92% incidence of anomalous origination of the RCA from the left sinus and the 0.15% incidence of anomalous origination of the left coronary artery from the right sinus (for a total incidence of 1.07% for anomalous origination of a coronary artery from the opposite sinus). 1, 2 Anomalous origin of the left coronary artery in the right sinus of valsalva is an uncommon malformation, accounting for 0.15% of cases in the series of Angelini et al. The anomalous artery can have various courses; however, the interarterial course between the aorta and pulmonary artery is the one most frequently associated with sudden death, particularly during or immediately after strenuous physical exercise. 1, 3 Several hypotheses have been proposed to explain this phenomenon: expansion of the aortic and pulmonary roots during systole could cause compression of a common trunk with an anomalous course, or excessive angulation at the origin of an anomalous coronary could compromise the lumen when there is dilation of the aortic. 1, 3 Most coronary artery anomalies are diagnosed by invasive angiography performed to investigate suspected atherosclerotic coronary disease. Nevertheless, other diagnostic modalities, such as TEE, MRI and CT can provide more complete assessment of the course of the anomalous coronary and its anatomical relationship with neighbouring structures. 1 There are two important managements for patient with anomaly coronary artery. First, these coronary anomalies should result in exclusion from participation in intense competitive sports to reduce the risk of a cardiac event or sudden death. Second, and more importantly, wrong sinus coronary artery anomalies are revascularization can be either surgical or percutaneous. 4, 5 This case report would like to discuss diagnosis and management of Anomaly Left Coronary artery. EF 52%, hypokinetic at inferior, inferolateral, and inferoseptal, normo kinetic in other segment, LV diastolic dysfunction, leaflets were normal, good RV contractility.
CASE
The working diagnosis were stable angina pectoris CCS III-IV pro-cath standby PTCA, hypertension stage I, Old myocardial infarction inferior. We treated the patient with ASA 1x100 mg, ISDN 3x5 mg, atorvastatin 1x20 mg, bisoprolol 1x2.5 mg, amlodipine 1x5 mg, lansoprazole 1x30 mg, laxadyn 1x10 cc, diazepam 1x5 mg. Patient diagnosis then confirmed as anomaly left coronary artery. The advised was optimal medical therapy. Patient was discharged with therapy amlodipine 1x5 mg, bisoprolol 1x2.5 mg, atorvastatin 1x20 
DISCUSSIONS
A 58-years-old woman had been diagnosed as stable angina pectoris based on anamnesis, physical examination, electrocardiography, chest X-ray, echocardiography. After angiography was performed, we confirmed that she has anomaly left coronary artery. Several hypotheses have been proposed to explain this phenomenon. The cause is considered to be the marked angulation of the anomalous artery where it emerges from the aorta. In contrast to a normal coronary artery, which is perpendicular to the aorta at its origin, the anomalous coronary artery has to bend over itself to reach, from the opposite sinus of Valsalva, its normal supply territory. Because of this, the ostium of the anomalous coronary artery would be smaller, with valve-like ridges, as compared to the normal circular ostium, and could become compressed in the case of a marked expansion of the aorta, such as that observed during strenuous exercise. Another theory refers to the initial course of the CAA. When it is interarterial, between the aorta and pulmonary artery, the increase in the pressure in the 2 vessels, occurring during exertion, would produce a compression of the anomalous coronary artery. Moreover, if the initial pathway is intramural, the obstruction may be enhanced since the coronary artery can become deformed within the aortic wall during periods of hypertension. Some authors consider that the mechanism leading to ischemia involves the production of a spasm in the anomalous coronary artery as a result of endothelial damage produced by the anomalous pathway, and others, that an intussusception of the proximal portion of the CAA in the aortic wall would be produced. 4 Physical examination and diagnostic studies may not reveal the anomaly in the absence of symptoms of infarction or ischemia. Resting electrocardiograms are usually normal. 4 In this patient we found high blood pressure, but the others were in normal limit. From electrocardiogram showed normal interpretation.
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Most coronary artery anomalies are diagnosed by invasive angiography performed to investigate suspected atherosclerotic coronary disease. Nevertheless, other diagnostic modalities, such as TEE, MRI and CT can provide more complete assessment of the course of the anomalous coronary and its anatomical relationship with neighbouring structures. When the anomaly is associated with obstructive coronary lesions, the ischemic symptoms are usually attributed to these lesions; nevertheless, the anomaly, itself, can also be the cause of the symptoms, and treatment planning in these cases may be complex. 1 In this patient we found anomaly left main coronary artery arise from right coronary sinus from angiography.
There are four subtypes of anomalous origin of the left main coronary artery from the right coronary sinus. It has been reported that anomalous coronary arteries are prone to atherosclerosis. The path of the first type is anterior to right ventricular outflow tract before reaching the anterior sulcus, the usual area of bifurcation. The second type courses behind the right ventricular outflow. The third one courses dorsal to the ascending aorta. These three types in absence of atherosclerotic plaque obstruction are benign. The fourth type arises from the right sinus of valsalva and passes obliquely between the aorta and pulmonary trunk. This latter type is the only one predisposing to sudden death ( Figure  4) . 5, 9 About half of the patients with anomalous LCA arising from the right coronary sinus die before the age of 20 years, and usually during or shortly after vigorous exertion. However, our patient did not have any cardiac symptoms until the age 58 years. Anomaly left coronary artery is considered more serious than anomaly right coronary artery because of larger amount of left ventricular myocardium at ischemic risk. 7 There are two important managements for patient with anomaly coronary artery. First, these coronary anomalies should result in exclusion from participation in intense competitive sports to reduce the risk of a cardiac event or sudden death. 5 For nonsurgical treatment, a small number of case reports claim successful use of betablockers in adults to treat this condition. 9 Second, and more importantly, wrong sinus coronary artery anomalies are revascularization can be either surgical or percutaneous. 6 Surgical revascularization involves aortocoronary bypass, ostial reimplantation or the unroofing technique, which frees the intramural segment of the CAA by means of an incision in the wall shared by the CAA and the aorta, thus creating a new, larger orifice in the appropriate. There is a great deal of controversy concerning surgical revascularization in these patients, especially in young people. Aortocoronary bypass grafting has been strongly criticized, because of its "limited" patency and the inevitable competitive flow between the bypass and the CAA. Thus, the unroofing technique, which would appear to be more physiological, is increasingly being adopted. Percutaneous intervention, with implantation of stents in the region of the compression between the large vessels and in the anomalous ostium, has been performed in several cases, in adults, with short-term success. To date, surgical revascularization is preferred in young patients and the percutaneous procedure is performed only in adults. Evidently, in both cases, long term follow-up is necessary.
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CONCLUSIONS
There are two important managements for patient with anomaly coronary artery. First, these coronary anomalies should result in exclusion from participation in intense competitive sports to reduce the risk of a cardiac event or sudden death. Second, and more importantly, treatment for wrong sinus coronary artery anomalies are revascularization can be either surgical or percutaneous. Surgical intervention should be considered for high-risk varieties of anomalous coronary arteries, as this is the only treatment that has been demonstrated to improve coronary blood flow and carries a low morbidity and mortality.
